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Abstract
African Americans (AAs) experience numerous challenges that socially, economically, and physically affect
their communities. Recent studies have found that a diverse array AAs encounter many struggles as they
navigate the United States (U.S.) healthcare system to access care and receive healthcare services. AA
communities are significantly affected by the burden of chronic diseases. They face considerable barriers
to healthcare services that contribute to adverse health outcomes. This paper explains the daily struggles
many AAs face within their communities to access and navigate the healthcare system due to culturally
held myths and barriers. This paper discusses commonly held myths among Afro-Caribbean and West
Indies populations living within the state of Georgia to suggest a call to action to address health disparities
in this population.
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ABSTRACT
African Americans experience numerous challenges that socially, economically, and physically affect their communities. Recent
studies have found that African Americans encounter many struggles to navigate the U.S. healthcare system to access care and
receive healthcare services. African American communities are significantly affected by the burden of chronic diseases. They face
considerable barriers to healthcare services that contribute to adverse health outcomes. This paper explains the daily struggles
many African Americans face in their communities to access and navigate the healthcare system due to myths and cultural barriers.
The myths among different African American groups, such as Afro-Caribbean and West Indies populations, are underlined in this
paper to suggest a call to action for addressing health disparities in diverse African American communities in the U.S. (particularly
in the state of Georgia).
Keywords: Chronic disease myths, culture, African American health, diverse communities, disease myths, health disparities,
community health, cultural barrier, cultural myths
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INTRODUCTION
The African American population in the United States (US) consists of a diverse population of African descent and a subgroup of
foreign-born immigrants.1 The Office of Minority Health (OMH) estimated that approximately 10% of the African American (AA)
population in the US migrated from the Caribbean and Latin America.1 As a group, the AA community encounters substantial
disparities with chronic diseases and access to health care services. AAs face considerable barriers that socially, economically,
and physically affect their communities, contributing to poor health outcomes due to cultural myths and misconceptions. However,
research has not captured the full spectrum of these diverse health outcomes. Although African descent populations are often
vaguely classified under a single label, such as Black, numerous studies have shown that significant differences exist in health
status among different AA populations. Every AA-ethnic group has a unique culture and behavior; each lives in a milieu that
aggregates social and cultural conditions that influence their health. African descendants are notable in terms of culture, beliefs,
behaviors, and risk factors, such as height, weight, and disease experience.2 It is reported that AAs are 80 percent more likely to
be diagnosed with diabetes and 2.4 times more likely to initiate treatment for end-stage renal disease.3 Also, AAs are 1.7 times
more likely to be hospitalized due to diabetes complications and more likely to have a visual impairment.3
The prevalence of heart disease is also high in the AA community. The Center for Disease Control and Prevention (CDC)3 reported
that AA men are 30 percent and women are 60 percent more likely to have high blood pressure, and are even less likely to keep
blood pressure under control. In addition, the CDC noted that AAs have twice the risk of a first-time stroke.3 Regarding cancer
prevalence and rate, AA women are 40 percent more likely to die of breast cancer, and AA males are more likely to be diagnosed
with colorectal cancer.3 Among other chronic issues, maternal and child health are priorities in the AA community. AA children are
1.8 times more likely to have asthma and are 3.5 times likely to die from low-birthweight-related complications.3 These disparities
are more granular at the local levels. The state of Georgia is a crucial example where AAs encounter significant health disparities
across this same spectrum relative to the general population.
In a recent report, the Georgia Department of Public Health indicated that chronic diseases, such as heart disease, cancer,
diabetes, and chronic respiratory disease, are the leading causes of death and disability in Georgia.4 The CDC asserted that AAs
are 40 percent more likely to have a higher blood pressure than whites and are less likely to have the condition under control.2
Also, the Georgia Department of Public (GDPH) reported that Georgia’s stroke mortality rate is greater than the U.S., and the rate
is significantly higher for blacks than whites.4 According to the National for Health Statistics, diabetes rates are 77% higher among
AAs than whites, and life expectancy is nearly four years less.5 More than one million Georgians (14%) have been diagnosed with
diabetes, and a significant percentage are pre-diabetic (36.1%).4,6 It is important to note that chronic disease disparity is significantly
higher in the underserved urban and rural Georgia counties. One county that is profoundly affected by the chronic disease crisis
in Georgia is Dekalb County. According to the U.S. Census Bureau, Dekalb County Georgia consists of more than 700,000 people
and is the third largest and the most culturally diverse county in Georgia.6,7 It is estimated that 16% of Dekalb county residents are
foreign-born, and 18% speak a language other than English at home.7,8 It is important to underline that there are numerous ethnic
groups and cultural nuances within the African American populations. Thus, innumerable gaps exist in access to evidence-based
intervention that could reduce chronic diseases in diverse underserved areas in the state of Georgia.
PUBLIC HEALTH CAUSES TO HEALTH DISPARITY IN THE AA COMMUNITY IN GEORGIA
There are numerous public health causes related to health disparities in the AA communities in Georgia and the U.S. that are
noteworthy. First, the AA community consists of diverse people from Africa, the West Indies, and Latin America. These groups
have unique cultural values, which are often different in terms of language, diet, beliefs, and migration history. Thus, health
outcomes among diverse populations are expected to be different, which underlines the need for more epidemiological research
in public health. In addition, care inaccessibility impedes AA communities across all groups and ages. It is a well-known fact that
access to comprehensive and quality healthcare services is essential for an individual's wellbeing. Nevertheless, AAs of all
demographics and ages continue to face significant barriers to health care access. For example, the Georgia Center for Opportunity
(GCO)9 estimated that about 19 percent of Georgians lack health insurance, representing the country's sixth-highest percentage
in 2012. Also, among nonelderly uninsured, about 56 percent live in households that earn less than 139 percent of the federal
poverty level (FPL), which is $16,221 for an individual and $33,151 for a family of four.9 While many uninsured Georgians use
community health centers, charity clinics, public hospitals, local health departments, and private office limited free care services,
there are significant health care needs that remain unmet. 9 Lack of access to affordable care contributes to many individuals going
without essential services. In addition, uninsured Georgians are nearly four times less likely than the insured to have a routine
yearly check-up and more likely to experience a preventable hospitalization for health conditions, such as pneumonia, diabetes,
and asthma.9
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In addition to health care access, food deserts are another issue that is hampering many underserved minority communities in
Georgia. When it comes to making nutritional foods accessible to all Georgians, food deserts are considered a significant problem
in Georgia. Staples explained in a recent report that nearly 2 million Georgians, including 500,000 children, live in food desert
areas.10 The USDA has classified more than 35 food desert areas inside the metro Perimeter, including the border of I-285 in the
suburbs of Cobb, South Fulton, and East Dekalb counties.10 The severity of the food deserts situation in the Metropolitan area led
many to believe there is a direct correlation between food deserts and the state’s high rates of obesity and chronic diseases. 10 In
the state of Georgia, heart disease and stroke are among the top three leading causes of death, accounting for nearly one-third of
all deaths in the state.5, 10, 11
CURRENT HEALTH-RELATED MYTHS AMONG CULTURALLY DIVERSE AFRICAN AMERICAN POPULATION
As the U.S. population becomes more racially and ethnically diverse, it is vital to grasp the importance of addressing health disparity
at a different angle to meet the culturally diverse AA population's needs. Caballero 13 described several health-related myths and
misconceptions about the management of obesity, diabetes, heart disease, and cancer among AAs.13 For example, for many
foreign-born AAs, obesity is a sign or expression of financial and social status, prosperity, and reflects access to adequate amounts
of food and indicates a good life.13 Regarding diabetes, a common myth among foreign-born AAs is that diabetes is not a severe
medical condition that requires diet modification.14,15 Although these myths and misconceptions might be grounded in tradition or
culture or hold validity in undocumented contexts, they can inevitably cultivate serious health consequences, such as morbidity
and mortality.10,14 Evidently, the high prevalence rate of chronic diseases and mortality rate in the AA community is multifaceted.
As a result, diabetes-related complications have been reported to decrease life quality among these groups because of a lack of
proper management. Interestingly, these myths are not only found in Georgia or Dekalb County. These myths are found across
the US in disproportionately over-populated areas with African decedents, particularly Afro-Caribbean decedents.14,15 The AfroCaribbean and West Indies share a remarkable similarity in their health behaviors, and those behaviors are not restricted to
geographical location, age, or gender.14,16 There are numerous myths about chronic diseases that are commonly reported. Some
of the related myths include:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Eating a high amount of sugar can cause diabetes.
Prayer can cure diabetes and hypertension.
Heart disease is mainly found in men.
Taking natural supplements can cure heart disease.
Naturopathic medicine is more useful than insulin treatment for diabetes.
Diabetes manifests only within the elderly.
Diabetes treatment should be ceased if it can be controlled with herbal medicine.
Insulin means he/he fails to manage diabetes.
Unsalted food can cure hypertension.

Consequently, fewer public health programs aim to decipher the root causes and influential factors across cultural differences to
solve these myths. Some of the factors that lead to this enormous public health crisis are environmental and/or neighborhood
sways, racial inequality, health behaviors, diet, and cultural perception of health care among diverse communities.14 Similar myths
and misconceptions related to diabetes, heart disease, and cancer can also quickly grow and spread in the AA community. One
striking example is the COVID-19 pandemic, which revealed how the AA population could promptly become susceptible to
unfounded health-related rumors and myths.17 In early March of 2020, when the virus began spreading across the country, several
myths and misconceptions were circulating in the AA community about “Black immunity” to the Coronavirus on social media.18
While the concepts behind “Black immunity” inspired the perception that African descendants’ immune response significantly
differed, especially in genes involved in inflammatory and antiviral responses. However, early infection-rate reports showed the
contrary. Johnson and Buford reported that AAs were contracting Coronavirus at a relatively higher rate and were more likely to
be hospitalized or die from the virus due to comorbidities, such as diabetes, asthma, and heart disease.18 According to the Georgia
Department of Public Health, a recent survey conducted by the CDC in Atlanta reported that more than 80 percent of hospitalized
coronavirus-infected patients in Georgia were AAs.20 Other reports from Chicago and New Orleans suggested that 70 to 80 percent
of Covid-19 cases were AAs.17,19 The virus’ rapid death rates across the nation expose the extent to which AAs are adversely
affected by the pandemic as a result of pre-existing cardiovascular disease, diabetes, obesity, socioeconomic factors, and
increased likelihood of occupational coronavirus exposure.17,18,19
While there is no evidence to support that AAs have any genetic pre-disposition types that make them more likely to be affected
by COVID-19, AAs are more likely to have an underlying health condition. Chronic conditions, such as diabetes, heart disease,
obesity, and asthma, are very prominent in the AA Community. 20 These conditions increase the risk of severe complications with
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COVID-19.20 Williams and Cooper explained that COVID-19 is a “magnifying glass highlighting the larger pandemic of racial/ethnic
disparities in health across the US.”21 Also, Williams and Cooper asserted that higher morbidity and mortality from chronic diseases
tend to exist in diverse racial and ethnic minority communities for many unknown reasons.21 In fact, among older adults, a higher
proportion of AAs and Latinos reported having at least one of the eight chronic conditions, including asthma, cancer, heart disease,
diabetes, high blood pressure, obesity, anxiety, or depression.18 In addition, Laurencin and McClinton asserted that social inequities
in America are determined by numerous factors, while the opportunities to stay healthy vary plainly at the neighborhood level.19
Thus, the influence of cultural myths in the AA communities demonstrates that less emphasis has been placed on addressing
several essential public health elements, including cultural determinants of health in diverse AA populations.21,22 The Covid-19
pandemic reveals that less emphasis has been placed on addressing the educational, social, financial, psychological, and cultural
determinants of health and disease in culturally-diverse AA populations.20,21,22
DISCUSSION
Given the recent surge of migration in the past decades, cultural nuances have become a more critical issue than ever for public
health officials in the AA population. The combination of Afro-Caribbean descent, West Indies, Africans, and Latin Americans
descents living in the U.S. makes the AA population one of the most unique and diverse populations. While many studies group
these ethnically diverse populations as Black, remarkably, each ethnic group has its distinctive cultural traits and nuances. Some
racial groups present substantial health challenges to the U.S. health care system and often require extra resources to address.
For example, Afro-Caribbean and West Indies descendants have different ways of thinking about healthcare and may have
traditions and conflicting views against conventional Western medicine.23 These cultural assumptions can create a unique
challenge for both healthcare professionals and patients. Thus, healthcare providers who are not familiar with cultural traditions
surrounding medical care may have difficulty connecting with these patients. Also, the understanding of healthcare services can
be varied from culture to culture. Therefore, healthcare professionals, alongside public health officials, should ensure that patients
are educated and understand their diagnosis and treatments in a sensitive way to their cultural needs.
Undoubtedly, addressing health disparities in the AA community means tackling existing and contemplating developments that can
inspire health-related myths, poor health behavior, and outcomes in culturally diverse AA populations. Implementing appropriate
interventions to dispel health-related myths among culturally diverse AA populations is also essential in addressing health
disparities and equity. Public health officials and healthcare providers must examine, understand, and embrace diversity in a
broader context to deliver health care services and implement programs in a culturally oriented manner. Numerous social
determinant elements affect diverse culturally oriented communities, and these factors must be understood to address health
disparity appropriately. For example, in culturally diverse AA communities, religion, cultural beliefs, and values play a significant
role in managing and curing disease, particularly in managing chronic diseases, such as diabetes, hypertension, and cancer.16,23
The lack of culturally and linguistically available resources, proper health insurance coverage, and the lack of understanding of the
U.S. healthcare system are essential issues that must be resolved among diverse AA communities.23
A CALL TO ACTION
Evidently, the underlying causes of the health disparities in culturally diverse AA communities can be linked to genetics,
socioeconomic or economic status, limited access to health care or insurance status, delays in treatment, cultural and religious
beliefs, low literacy and/or health literacy rates, as well as certain environmental factors.21,23,24 These factors can be perplexing to
address and can interrupt the delivery of healthcare services to culturally diverse populations. Although considerable progress has
been made over the years to narrow the gap in health outcomes, the elimination of health disparities in culturally diverse
communities has yet to be accomplished.23, 24 Lewis and Steinert asserted that culture should be used as a foundation to develop
effective health and human services prevention, treatment, and the allocation of health care services in culturally diverse
communities.25 Thus, addressing health disparities in the AA community is to challenge the belief system and the AAs' existing
mindset.26 Health inequities across the United States are well-documented.28 Therefore, providing culturally responsive treatment
and services could bring awareness of cultural attitudes, beliefs, biases, and health assumptions that co-exist in culturally-diverse
populations.27,28,29
Numerous studies suggest tremendous variation exists in disease among racial/ethnic groups in the United States. Local data from
state to state tend to magnify those differences and the need for intervention to address these pervasive health issues among
different population groups. Consequently, understanding the nuances and barriers facing culturally diverse AA populations is
critical to improving life quality and disease management among these communities. I call for state and public health officials to
develop strategies that address the complexity of health disparities among culturally diverse AA populations, thereby addressing
the myths associated with relatively higher disease prevalence and poorer disease outcomes in those communities. Also,
healthcare professionals and public health officials should be trained on cultural sensitivity to develop innovative ways for
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addressing the burdens of disease, poverty, limited health care access, and culture. Lastly, it is critical to address health disparities
in a cultural context to respond to specific challenges facing the multi-cultural AA population living in the US.
CONCLUSIONS
The number of ethnically and culturally diverse groups in the United States is rapidly growing. Interestingly, each group has its own
and unique cultural traits. It has been noted that some of these racial groups have significant challenges in accessing the U.S.
health care system due to cultural myths and misconceptions. Thus, addressing health disparities in the AA community means
tackling existing and contemplating developments that can inspire health-related myths, poor health behavior, and outcomes.
Numerous health elements affect culturally oriented communities, including the lack of health literacy and equity. These elements
are often associated with many health complications and deaths in culturally oriented populations. In those communities, religion,
cultural beliefs, and values play a significant role in managing and treating disease, particularly managing chronic conditions like
diabetes, hypertension, and obesity. These factors must be understood to address health disparity appropriately. Therefore, there
is a considerable need for appropriate interventions to dispel health-related myths while addressing health disparities and equity
in culturally diverse AA populations.
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